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INTRODUCTION
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MATERIALS AND METHODS
This Six patients underwent cardiac surgery for cardiac myxoma in Osmania Medical College, Hyderabad, between August 1990 and February 1996. The medical records were retrospectively studied and case file submitted. This article intends to review some of the clinical features and operative technique of cardiac myxoma with associated mortality and morbidity conditions. During this period, six patients were preoperatively diagnosed as cardiac myxoma by echocardiography. Cardiac catheterization was avoided and coronary angiography was done only if the patients had history of chest pain with ECG changes. Out of six patients, five were female and one was male and the age of the patient was between 22 and 50 years (mean age 31). Preoperative symptoms were dyspnea (NYHA class III) in four cases, orthopnea in two cases, postural giddiness or syncope in three cases, palpitation in two cases and chest pain in two cases ( Table 1 ).
The mean duration of onset of symptoms to diagnosis was eight months. Chest x-ray showed abnormalities in two patients including straight left heart border, cardiomegaly and increased pulmonary vasculature. Echocardiography showed abnormalities in all six cases including atrial fibrillation, left atrial enlargement, right axis deviation, mitral stenosis in five cases, and tricuspid stenosis in one case (Table 2) . Median sternotomy was done in all the patients, and the operative procedure was performed under normothermia in five patients and moderate hypothermia in one patient under cardio pulmonary bypass. Cardio Pulmonary Bypass (CPB) with aortic and bicaval cannulation was used. Myocardial protection was by cold antegrade blood or crystalloid cardioplagia. LA myxoma was approached by right atrial trans-septal incision and right atrial incision for RA myxomas and RV myxoma. Manipulation of the tumors was avoided till the aorta was cross clamped. All the tumors were completely excised with a cuff of interatrial septum and the four cardiac chambers were inspected for any remaining myxomas (Table 3) . Routine histopathological examination was done in all patients were conformed myxoma. All the patients were followed up till six months with clinical examination, chest x-ray, electrocardiography and routine echocardiography.
RESULT
All patients with LA myxoma had rough and thickened mitral valve leaflets with mild rheumatic mitral stenosis and did not require any mitral commissurotomy. The location of tumors was: LA myxoma in five cases, RA myxoma in one case. Pedunculated myxoma was present in three cases while sessile myxoma was present in other three cases ( Figure C1-C2 any post operative complication. All the patients received fresh blood transfusion to normalize the hemoglobin level. All patients survived and none of them developed any kind of complication like atrial fibrillation, myocardial infarction or CVA. Complete follow-up was done and could be traced till six months. There was no late death and all the patients were asymptomatic in NYHA class I ( Table 2 ).
The tumors ranged from 3x3 cm to 6x8 cm in size and weighed 4 to 30 grams. The tumors looked like a gelatinous or pedunculated mass villous or smooth surface. Histopathological examination revealed proliferation of capillaries, blood extravasations and fibrin deposits and microscopic examination confirmed the diagnosis in all the cases ( Figure C1 -C5).
DISCUSSION
In this study, six cases of cardiac myxomas were studied which were operated and managed in Osmania General Hospital during 1990 to 1996 (seven Years). Five cases were diagnosed clinically as mitral stenosis initially, one case as tricuspid stenosis and were treated in medical wards. With the wide use of 2D echocardiography and colour Doppler, these cases were confirmed as cardiac myxomas, which coincide with the literature on myxomas and some of the textbook standards. The cardio pulmonary bypass, fibrillatory and cardioplegia techniques have contributed for the better results.
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Among the six cases, five cases were female patients. This is in accordance with the well known female dominance in the literature, the age group is in between 22 to 50 years and in these series no familial incidence could be made out. Site of myxoma was low, left side of inter atrial septum in five cases and one was on right side of it and this is of commonality of location. [12] [13] X-ray wise the five cases have shown the features of mitral stenosis like straighting of left heart border, cardiomegaly, increased pulmonary vascularity of upper zones and increased pulmonary artery size. The one case with RA myxoma has presented with features of tricuspid stenosis. The right atrial myxoma and the two cases of LA myxoma have shown clear-cut pedicles and other three cases were sessile with a broad based attachment. Two of the LA myxomas required excision of two mm disc of septum around the attachment and the defect was directly closed with three 'O' prolene. In two cases, after the excision of myxoma the site was cauterized which was suggested in the literature and there was no subsequent necrosis at that side during follow up. 14, 15 All the cases in a period of six months were asymptomatic and there was no recurrence. After six months of follow up, they were not traceable. Out of five LA myxoma cases, one case required Bi -atrial approach, four cases required RA approach and no case required a patch closure. There is no evidence of post operative tumor embolism. Three cases required ventilator support for four to six hours. Two cases required inotropic support for more than 72 hours. All the tumors were confirmed to the myxomas by histopathological study and RA myxoma was covered by multiple layers of organized and fresh clots. The histological features were common in almost all the cases like stellate cells in hyaline matrix. Tumour is lined by single layer of endothelium including the crevces. There was a demonstrable feeding blood vessel in the pedicle. In RA myxoma the part of the myxoma was covered by organized thrombus and a fresh layer of clot. All the cases had presented with single myxoma in a single chamber only. All the six patients were kept on preoperative, intraoperative and postoperative broad spectrum antibiotics and there was no post operative sepsis of median sternotomy wound or drains sites. All the cases were kept on dioxin and diuretic line of management. In all six cases, right pleural, pericardial and retrosternal drains were kept and no evidence of tamponade or excess bleeding was seen. All the patients were given additional fresh blood transfusion during immediate post-operative period in anticipation of excess bleeding tendency in myxoma cordial. Though the cases are small in number all the features published in the literature were coinciding with our study at Osmania general hospital and the cauterization technique was practiced and proved to be safe without recurrence or any necrosis of inter atrial septum.
CONCLUSION
Cardiac myxoma is a rare tumor of the heart and once the diagnosis is confirmed, urgent surgical treatment is indicated. The principle of surgery includes its wide complete excision with adequate surgical margin and cauterization if needed. Histopathological examination and follow up of all the patients after the surgery is mandatory as there are documented recurrence at various intervals.
